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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: MICHIGAN 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLY NEEDY 

The  following  services  are  excluded  from  the  nursing  facility per diem  rate: 

1. physical  therapy,  as  defined  in 1 .a.  Prior  authorization  is  required. 
2. occupational  therapy,  as  defined  in 1 .a.  Prior  authorization  is  required. 
3. speech  pathology,  as  defined in 1 .a.  Prior  authorization  is  required. 

In  addition,  for  nursing  facilities,  county  medical  care  facilities,  hospital long term  care 
units,  and  nursing  facilities for the  mentally ill, Medicaid will reimburse  consistent  with  the 
methodology  for  coordination  of  Title XIX with  Title XVlll as  specified  in  Supplement 1 to 
Attachment 4.19-B, page 1 of  this  plan.  The  services  subject  to  co-insurance  and 
deductible  payments,  and  how  to  bill  the  co-insurance  and  deductible  for  these  services, 
are  listed in the  Medicaid  Nursing  Facility  Procedure  Code  Appendix. 

The  following  services  may  be  covered  when  billed  by  county  medical  care  facilities 
and/or  hospital  long  term  care  units: 

1. oxygen  (county  medical  care  facility,  hospital long term  care  unit) 
2. pharmacy  (hospital long term  care  unit) 
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